
11-24-887 telephone.  by  

(10-24-88) 

to 
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c. A change i n  ownership of a. hospice is not .considered
a .change i n  
the. patient's designation of a hospice , and requiresres no act1 on on the

(10-24-88)patients s part. 

theindividual I S  terminal1 i l l  
To be covered, a certification that07. Requirements for Coverage.

musthavebeencompleted a s  s e t  forth i n 

Idaho Health and We1 fare department Rules Section 104.02 and hospice services 

must be reasonable and n e c e s s a r y  the palliation and management of the ter

minal illness .and related conditions. the individual must elect hospice care 

i n  accordance with Idaho Health and Welfare Department Rules Section 104.03 

To be
and a plan of care must be established and reviewed at least month1 
y7-1-94)
covered,servicesmust beconsistent withtheplanofcare. 


a. In-establishing the initial plan of care,thememberofthe 
basic interdisciplinary group who assesses the patlent! s needs must meet.or 

call at least one 11) oxher group member n u r s e  an of care. At least one
or counselor) before writingwriting the in! initial

physician physician medicalsocial 

o f  t h e 
persons involved in developing the in1 ti a7 plan must be a nurse or 


physician This plan must be established on the same day as the assessment 
if he day of assessment I S  to be a covered day of hospice care. The other two
(2) members of the basic interdisciplinary group must review the initial plan
of care and provide the1 r input to the process of establishing the plan of 
care within two (2) calendar days following the day of assessment, n ut ma

provided be 


08. 	 Required Services. All services must be performed by appro
o f  the service, rather than 

appropri
ately qualified-personnel, but It is the nature 

it, that determines the category
the qualification of the person who provides

o f  the The services
service. required:
following are (10-24-88r 


tered 
a. Nursing care provided by or under the supervision o f  a regis

nurse. 
b .  Medical social services provided by a social worker who has at

least a-bachelor's degree from a school accredited or approved by the Council 
on Social Work Education, and who 1 s  working under the direction o f  a physician
cianan. (10-54-88) 

Idaho and 
Physician'sservicesperformed by a physician physician asdefined in 

Department section
health Welfare Rules 104.8l.a. (7-1-94) 


d.Counselingservicesprovidedtotheterminally i l l  individual

and the-family members or other persons caring for the Individual at home.

counseling including bereavementanddietarycounselingarecorehospice 

services provided bot! for the purpose of training the individual
I s familyfamily or
other care-giver to provide care, and for the pur purpose of helping the individ
ual and those caring for him or her to adjust tK e individuals a roachin
death. 880-24-887 

inpatient
e.
unit

Short-term.inpatientcareprovided in aparticipatinghospice
or a participating hospital, o r  a NF that additionally meets

the hospice standards regarding staff and patlent areas. Services provided in 

an inpatient setting must conform to the written plan of care. General inpa

tient care may be required for procedures necessary-for pain control or acute 

Inpatient. care may also 

which cannot be. provided in other settin
or chronic symptom management
be furnished to provide res respite for the individuals 


family otherpersonscaringfortheindividual home (7-1-94)
or at 


Only drugs
f .  
as 

Medica!e uipment and supplies include drugs and biologicals
define! in subsection 1861(t) of the Social Security act and

which are used primarily f o r  the relief-of pain and symptom control related to
the patient's terminal illness are required. appliances Include durable medi

cal equipment as well as other self-help and personal comfort items related to 

the palliation or managementmanagement of the patient 7 terminal I 1 illness equipment 1 s
provided by the hospice ?or use i n  the patient s home while he or she 1s under 
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hospice care. Medical supplies include only those that are partof the written

plan of (7-1-94) 


g. Home health aidesand homemaker services furnished by qualified
aides. Home health aides will provide personal care services and willalso 
ment i n  areas of the home used b 

to maintain a safe and sanitary environperform household services necessary
{he patient. Aide services must be provided

underthegeneral supervision o f  a registerednurse.Homemakerservices
include assistance in-maintenance o f  a safe and healthy environment and ser
vicesto enabletheindividualtocarryouttheplanofcare. (10-24-88) 

pathology services provided 
occupationaltherapyand speech-language
h. Physical 

therap+for purposes o f  symptom control or to enable ti? e
individual 	to maintain activities of daily living and basic functional skills 

( 10-24-88j 
i .  nursing care,physician'sservices,medicalsocialservices and


counseling are core 80s ice services and must be routine1 provided by hospice

employees. Supplementary core services may be contracted for, 

!lo-24-88)
peakpatientloadsandtoobtainphysicianspecialtyservices 
duringduring periods of 


for 
09. HospiceReimbursement--General.Withtheexceptionof payment 


104.1?
physician services (see Idaho Health and We1 fare Department Rules section


Medicaid reimbursement for hospice care will be made at one (1) of
four {4)  predetermined rates for each day i n  which an individual receives the
respective type and intensity of the services furnished under the care of the
hospice. The four (4) rates are prospective rate there will be no retroac
tive rate adjustments other than t e application of the cap on-overall pay
ments and the 1 limitationtation on payments for i inpatient care, 1 f applicable

(7-1-943 


1 lows : 
a. A description of the payment for each level of care is as fol

(10-24-88) 
i .  Routinehomecare.Thehospicewillbepaidtheroutinehome 

caresrate for each day the-patient is I n  residence, under the. care of the
hospice and not receiving continuous-home care. This rate I S  paid without
regard t o  the volume or Intensity of rout1 ne home care services provided on 
any (10-24-88) 

i i .  Continuoushomecare.Continuoushomecare 1s t o  b e  provided
only during a-period of-crisis. A period of crisis is a period i n  which a
pat1 patientrequires res conti continuous care which 1 s primarily nursing care to achieve
palliation and managementmanagement of acute medical symptoms. Fare mustbe provided by
el either a reg1 stere! nurse or a licensed practical nurse and a nurse must pro
vide care for at least half the total period of care. A minimum of eight (8)
hours of care must be provided duringa twenty-four (24) hour day which begins
and ends at midnight. This care need not be continuous and uninterrupted. If
less skilled care 1s needed ona continuous basts to enable the person to
remain at home, this is covered as routine home care. F o r  every hour or part

be reimbursed to
of an 
up 
hour of continuous care furnished, the hourly rate will 

(10-24-88)
hospice per day.
to
thetwenty-four (24) hours 


tient res 
i i j .  Inpatient respite care. The hospice ice willbe paid at the inpa

respite care rate for .each day that the recipient I S  i n  an approved
i n p a t i e n t  and is receiving respite care. Pa ment for res respite care may
be made for a maximum-of five(5) d a y sat a time including the date ofadmis

sion but not counting the date of discharge in any month1 election period 

Pa payment for the sixth and any subsequent day is to be made at the appropriate


continuous,
ratef e routine, or inpatientgenera? rate. f!0-!4-88) 

iv. General inpatient care. Payment at the inpatient rate willbe


made when general inpatient care is provided. NO other fixed payment rates

will be applicable for a day on which the recipient receives hospice general 
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i n  inpatient care except t as described i n  Idaho Health and Welfare De department
Sect1 rules on 104.I!!. 87-1-94) 

b. Date of discharge. For the day of 
paid unless !he patient dies as
unit, the appropriate home care rate is to be 

discharge e from-an inpatient 

1 inpatient when the patient is discharged as deceased the
1 inpatient rate 
zither general or respite, 1 s to be paid for the dl discharge date. (10-24-88) 


c.

the same as the

Hospice payment rates. The Medicaid hospice ice. payment . rates are.Medicare hospice rates ad adjusted !o disregard cost offsets
attributable to Medl care coinsurance amounts. under the Medicaid.
fit no cost sharing may be imposed with respect to hospice services rendered 

hospice bene
to (10-24-88) 

benefit expi res, the patient'
continuingcare.Aftertherecipientshospice 
d. obligation of 

s Medicaid hospice benefits do no! ex 1 re. The 

hospice must continue to .provide that recipients care until the patient 

expiresor until therecipientrevokestheelectionofhospicecare 

(10-24-88 j 

10. Limitation on Payments for Inpatient Care. Payments to a hospice

for inpatient care must be limited according to the number of days o f  Inpa
tient care furnished to Medicaid patients. during the twelve(12) month period

beginning November 1 of each year and ending October31 o f  the next year the

number of  1 inpatient days (both general1 inpatient days and 1 inpatientaggregate ate
care) may not exceed twenty p e r c e n t  i of the total number of daysgsres 1 e


of c 'hoispice care provided toall medicaid reipients during the same period

the designated hospice 
or 
its 
contracted agentse( 5 ) .  10-24-887 

a. For purposes of computation, if it is determined that the inpa

tient rate should not. payment
E e paid any days for-which the hospice receives 
at a home care ratewill 1 1  not be counted as inpatlent days. The limitations on

follows: days (10-24-88)as are 


i. The. maximum number of allowable inpatient days will be calcu
lated by multiplying I n  the total number of a provider s medicaid hospice days s b 
twenty percent (?!OXY. (10-2x-887 

i i .  If the total number of daysofinpatientcareto.Medicaid
hospice patients is less thano r  e equal to the maximum number-of inpatlent days
computed I n  Idaho Health and We19are Department Rules section 104.10.a, then 
no adjustment is made. (7-1-94) 

i i i .  If the total number of dayso f  i n  inpatient care exceeds the maxi
mum number of allowable inpatient days computed!computed in Idaho Health and Welfare
Department Rules Sectton 104.!O.a, then the payment limitation will be deter
mined by: (7-1-94) 

(a) Calculating the ratio of the maximum allowableinpatient days to
the number of actual days ofinpatient care, and multiplying this ratlo b the
total reimbursement for Inpatlent care that was made. (10-2i-88) 

(b) Multiplying excess inpatient care days by the routine home care 

rate. (10-24-88) 


Adding the amounts calculated i n  paragraphs 


(d) Comparing the amount in paragraph(c) with interim payments made 
to the hospice for1 inpatient care during the'cap period (10-24-88) 

b. The amount by which interim payments for inpatient care exceeds

the amount calculated-as i n  Idaho Department of Health and Welfare Rules Sec
tion 104.10.a.111.(d) I S  due from thehospice. (7-1-94) 
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11. Payment for Physician Services. The basic rates for hospice care 
represent full reimbursement to the hospice for the costs ofall covered ser
vices related to the treatment of the recipients terminal illness, Including
theadministrativeandgeneralactivitiesperformedby physicians whoare
employees of or working under arrangements madewith the hospice. These activ
ities would generally be performed b 

hospice interdisciplinary group.director and. the physician memberof t8e the physician serving a s  the medical 
Group activities include participation I n  t h e  e s t a b l i s h m e n tplans of care
supervision of  care and services, per1 odic review and updating of. plans o f  
care, and establishment of governing policies, The costs for these services 
are included i n  the reimbursement rates for routine home care, continuous home

respite and care, (10-24-88)
care. 

a. Reimbursement for 


services which are not rendered 
a hospice employed physician's direct patient


by a hospice ice volunteer I S  made i n  accordance

with the usual Idaho Medicaid reimbursement methodolo y for physician ser

vices. These services will be billed b the hospice underier the hospice provider
number and, the related payments will Y 1 be counted 1 n determining whether the
overall hospice ice cap amount per Idaho Health and We1 fare Departmen! Rules Sec

tion 104.15. has gee? exceeded, The only physician services to be billed by a

hospice for such services are .direct patient care services. Laboratory and

(7-1-94)
X-ray services 
included i n  the daily 
are hospice rate. 


the bursement
b. VolunteerphysicianservicesareexcludedfromMedicaidreim-

(10-24-88)
exceptions: with 


i . A hospice may be reimbursed on behalf of a volunteer physician
for specific direct patlent care services which are not rendered on a volun
teer basis. The hospice must have a liability to reimbursesthe. physician for
those services rendered. In determining whether a service I S  provided on a 
voluntarilyontheasis 

physician must not distinguished which services are 
(11-24-88)o f  the

volunteer bas1 s 
patlent'sability to pay. 

provided 


i i .  Reimbursement for an independent physicians direct patient ser

vices which are not rendered
by a hospice volunteer ' IS made i n  accordance with
the usual Idaho Medicaid reimbursement methodology for physician services.
These services will1 1  not be billed by .the hospice under the hospice provider
number and they will not be counted i n  determining whether the overall hospice
cap amount per Idaho Health and Welfare Department Rules Section 104:12. has
been exceeded. The only services t obe billed by an attending physicIan are
thephysician'spersonalprofessionalservices C o s t s  forservicessuchas
laboratororX-raysarenotto be Included on theattendinphysician's
billedchargestotheMedicaidprogram.Theaforementione8.chargesare
included 1n !he daily rates paid and are expressly the responsibility of the
hospice. (7-1-94) 

12. Cap on Overall Reimbursement. Aggregate payments to each hospice

will be limited during a hospice cat 

payments made for services fur-
Department Rules Section 104.01.e. The to a
period per idaho Health and Welfare 


nished to Medicaid recipients during this period will be compared to the cap 

amount for this period. Any payments in excess of the cap must be refunded b

the hospice. (7-1-947 


a.Theoverallcapwillbecomparedtoreimbursementafterthe

inpatient limitation is computed and subtracted from total reimbursement due

the hospice (10-24-88) 


b. "Total payment made for services furnished to Medicaid recipi- i 

ents during 

of payment
cap regardless
this s period means a1 1 payments for services rendered during the 


year, when 1s made. (10-21-88)
actually 


c. The ."cap amount" is calculated by. multiplying the .number of
recipients electing certified hospice caremduring the period by six thousand
five hundred dollars (S6,SOO). This amount will be adjusted for each. subse
quent cap year beginning November 1, 1983, to reflect the percentage Increase 
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or decrease i n  the medical care expenditure category oftheConsumerPrice 
Index (CPI) for all urban consumers as published g the Bureau of Labor Sta-

Sec
tistics. It will also be adjusted as per idaho health andWelfareRules (7-1-94)
tion 104.13. 


Department
d. The computation and application of the "cap amount" is made b

the the of capend period ismadeby 
- e .  The hospice will report the number of Medicaid recipients elect

iing hospice ice care during the period to the Department. This mustbe done within withinn 
thirty y30) days after the endof the capfollows:
period (10-24-88)
as 


i .  If the recipient is transferred to a noncertified hospice no 

payment to the noncertified hospice will be made and thecertified hospice Ice ma 

count a complete recipient benefit periodi n  their cap amount. hospicemay 


f .  If a hospice certifies. i n  .mid-month,aweighted average ecap
amount based on the number of days falling within each cap period would3d be
used. (10-24-88) 

hospice 
13. Adjustment of the Overall Cap. Cap amounts inseach hospice's cap 


hospices
will .be adjusted to reflect changes i n  t h ecap periods and designated


a recipients election
during period. theproportion o f  each
hospice's days of service to.the total number of hospice days rendered to the 
recipient during their election period will be multiplied by the cap amount to
(6-23-89) 


a. After .each cap period-has ended, the Department will calculate 

the overall cap within a reasonable time for each hospice participating in the


Medicaid Idaho 

as
b. 	 Each hospice's amount will be computed follows.

(10-24-88 j 
i . The share of the "cap amount" that each hospice ice is a1 lowed will 

be based on the proportion oftotal covered days provided by each hospice Ice in 
inthe "cap period". hospice 


Rules Section 
The proportion determined i n  Idaho Health and Welfare Department
i i .  

100 s:1 .b. for each certified hospicewill be multiplied b the 
capamount"specifledforthecapperiod I n  which therecipientfirst

elected hospice. (7-1-94) 
c. Therecipientmust.file an initial election during theperiod

beginning september 28 of the previous year through September 27 0 8 .  the cur
rent cap year I n  order to be counted as an electing medicaid recipient during

current the 

14.additionalamountfor NF residents An additionalperdiem 


amount .will be paid for room and board' of hospice residents I n  a certified

receiving routine or continuous care services In this. context, the term'Foam and board" includes,.but is not. limitedto, all ass1 stance.1n the activ

itiesofdaily living insocializing activities administration of .medica
assistin I n  

the cleanliness of asresident's room and supervisiontion,maintaining
the use of durable medical equipment aid prescribed therapies.

and 
The additional payments and the related days s are not subject to the caps spec
if1 ed 1 n .subsections 104. 0. and 104.12. the room and board rate will 1 ] be
ninety-five percent (95%f of the per diem interim reimbursement rate assigned
to the facility f o r  those dates of service on which the recipient was a resi

of dent (7-1-94) 

105. HOME HEALTH SERVICES. (4-1-91) 

01. Care and Services Provided. Home-health services encompass ser

vices ordered by the patlent's attending physician as a part of a plan of 
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care, which include nursing services, home health aide, physical therap and

therapy. occupational (4-1-91) 


a. All plans of care must be reviewed by the patient's physician at

sixty every and
860) days; physicianat 

supplies 1supplies andequipmentorderedbthe 
patient's

b. The .need for medical in the careof the patlentsandsuitableY e forphysician as
required

use in the home must be reviewed atleastonceeverysixty days 


year calendar 
c. Home health visits are limited to one hundred (100) visits
visitsper 


part 
Payment by the De department for home health services will includemileage 

d. 
o f  of !he visit include 

as 


Agency 
02. Provider eligibility In order to participate as-a Home Health 

1licensed
HHA) provider for medicaideligiblepersonstheprovidermustbe 

as requiredred by .the state, and be certified to participate 1n the
Medicare Program. Loss of either state 1 license or Medicare Program certifica
tion will be cause for termination of  medicaid provider status. (7-15-87) 

03. PaymentProcedures. in subsection 105.01. .and must not. exceed
1 limited limited to the services authorized 
Pa payment for home health services will be 

thelesser o f  reasonablecost as determined by medicare or the title XIX 
percent1 1e cap. (12-31-91) 

a. Forvisitsperformed i n  thefirststate fiscal forwhich
this subsection 1 s  I n  effect, the titleXIX percentile cap willbeestablished 
at the one hundred eighth percentile of the ranked costs pel: visit as deter
mined by the Department using the data from the most recent finallzed Medicare 
cost re reports on hand in the bureau on June 1 1987..Thereafter the percentile le 
cap will71 .be revised annually, effective at the
fieat. Rev1 revisions will 1 1  be made using the data from

be
!he
beginning of each state fiscal 

most recent final 1 zed

medicare cost reports on hand !hithirty (30) days prior to the effective date
(5-5-93 j 


b. When determining reasonable costs of rented medical e
ordered b a physician and used for the care of the patlent the total rental 

equipment 
cost o f  a durable Medical Equipment (DME Item shall not exceed one-twelfth 
(1/12) o f  the total p u r c h a s e  of tbe Item. A minimum rental rate of fif
teen month I S  alloweddollars ($15) per on all DME Items. (5-1-92) 


c. The Department may enter intolease/purchasea agreements with 


providers i n  
order to purchase medical equipment when the rental charcharges total 


he purchase price o f  !he equipment. (?1-10-81) 

e: If a person is eligible f o r  Medicare all services.ordered 
and 

by
cothe physic1 anwill1 1  be purchased by Medicare, except for the deductible 

insurance amounts whichE the Departmentwill pay. (11-10-81) 
106. DURABLE MEDICALEQUIPMENT AND MEDICAL supplies the Departmentwill

purchase or rent medically necessary durable medical equipment and medical

supplies for recipients residing i n  community settings. It will also purchase 

or rent equipment and supplies plies provided as a part of a home health aagency plan

of care and which meet tf:e requirements found .in Subsections agency and

105.02. No payment will be made for any recipients DME or medical supplies

while such an individual i s  a n  inpatlent in a hospital NF,or ICF/MR factlit 

as such ItemsIncluded in the
diem
are perpayment. facility 
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01.RequiredPhysicianOrders.DME/medicalsupplies will be pur
chased only if ordered in writing by a physician with all of the following
information written o nthe departments designated form or other approved doc
ument. Such. information must be attached to o r  on file1 e with with the department
each submitted to authorization (BO-1-91,
for claim prior
payment 


a. The recipient'smedicaldiagnosis and the current information on
the-medical condition which requires the use ofthe suppliesand/ormedical
equipment; and ' (10-1-91) 

b. An estimate of the time period that the medical supply item will

benecessaryandfrequencyofuse.Asneeded (PRN) ordersshallnotbe

accepted; and (10-1-91) 


order; 
c. The signature of the prescribing physician and the date of the 


and (11-1-86) 


d. For .medical supplies, the type and quantity of supplies neces

must sary 


e. A full descriptionof the medical equipment requested. All modi

fications to a basic equipment 1tern shall be supported by the attendingn 
physician's prescription; and attending 

f .  Thenumberofmonthstheequipment w i l l  beneededandthe
recipient's prognosis; and (10-1-91) 

(see tion 
9. Oxygen and oxygen-related equipment require additional informa


107.). (12-31-91) 


02. ProgramRequirements 0- DME. All claimsfordurablemedical
equipment must be prior authorized by the Department, except for the followin 
1items: (10-1-917 

a. Items which do not require prior authorization have a char e of 
one hundred dollars which or less and include thefollowing: c h a r g e  o f  


i .crutches;
andcanes (10-31-89) 


i i .  	 Grabbars,toiletseatextendersand hand-held showers.and

(10-31-89) 


boardsbath and (10-31-89)
i i i .  Sliding and benches/chairs 

in
iv. equipmentfor the treatment of decubitus ulcers as listed

(10-22-93)
Subsection e q u i p m e n t  f o r  


b. Equipment w i l l  berented unless the department decides that it
would be more cost effective to purchaseit. All rentals9 s require prior autho
rization by the Department. (10-22-93) 

c. Rentalpayments includingintermittentpayments shall automat

ically be applied to !he purchase of the equipment. Whenrental pa payments equal

the purchase price of the equipment, ownership of

Department. (16-1-91)
the 
the equipment sKa71 ass to 


d. No reimbursement will be made for the cost of materials covered 

under the manufacturer's warranty. If the warranty period has expired infor

mation on file must include the-date of purchase and-warranty period. in addi

tion the Department shall require the Pol lowing minimum warranty periodsperiods


p e r i o d s  

i .  A powerdrivewheelchair shall haveaone (1) yearwarrant 

period; (10-22-933 
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i i i :  An active duty lightweight wheelchair shall have a five 5 Year 

warranty period; (hd2-93) 


v. All electricalcomponentsand new orreplacement parts shall
have a six (6) month period (10-1-91) 

v i  . A1 1 other DME not specified above shall have a one (1) ear war
ranty period !lo-1-91) 


the manufacturer denies
vii. the warrantydueto user
misuse/abuse that information shall be forwarded to theDepartmentat thetime o f  the request for repair or replacement; (10-1-91) 

viii.The monthly rental payment shall include a full service war
is theAll routine-maintenance, repairs and replacement of rental equipment
1 s t e r e s p o n s i b l e  o f  the provider (18-25-93) 

e. Any equipment purchased will remain the property of the Depart

ment and return of the equipment to the Department may be required at 

(11-1-86)

such


time as: 


i. Therecipient is no longer eligiblefor MA; or (11-1-86) 

i i .  	 The recipient no longer requires the use of the equipment or 

811-1-86) 
recipient The expires. (10-1-91) 


i .  Apnea or cardiac monitors/alarms and (11-1-86) 

i i  . CPAP machines; and (10-29-92) 

chairs and toilet extenders;Commode seat and (11-1-86) 

and Crutches iv. canes; and (11-1-86) 


v. Electronic growth stimulators; and (11-1-86)
bone 

equipmen 
vi. equipment used for home dialysisincluding necessary water 

treatment !; and w a t e r  
vi i . Grabbarsfor the bathroom adjacenttothetoilet and/orbathtub; and (11-1-86) 
vi i i .  Hand-held showers; and (11-1-86) 

'ix. Home monitoring equipment;
blood glucose and (11-1-86) 


X. 	 Hospital beds,mattresses,trapezebars, and siderails. and 

(11-1-86) 


x i .  Intravenous infusion pumps, insulin infusionpumps, and/or NG
tube feeding pumps; and (10-31-89) 

x i i .  IPPBmachines, hand-held nebulizersand manual or electric 
percussors and (10-31-89) 
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xiii. concentrators;
Oxygen and (11-1-86) 


xiv. Pacemaker monitors; and (11-1-86) 


xv. 	 Respirators, compressors and breathing circuit humidifiers; and
(11-1-86) 


xvi. boards
bath and (11-1-86)
Sliding andbenches/chairs; 


xvi i . Suction (11-1-86)and pumps; 


xviii.Equipment for the treatment or prevention of decubitus ulcers

such as foam or gel pads, sheep skins, etc.; and (11-1-86) 


and 
xix.Transcutaneous and/or neuromuscular electric nervestimulators


(11-1-86) 


xx.Walkers;and (11-1-86) 


xxi . Wheelchairs, manual and electric; and (10-31-89) 

xxii.Electric or hydraulic patient lift devices-designed to transfer 

a!. 

person to and from bed or bathtub, but excluding lift. chairs devices 

at ached- to motor vehicles and wall-mounted chairs which lift persons u and

down and (10-38-89) 


xxiii.Bilirubin lights; and (10-31-89) 


xxiv.Medically protective gear;
necessary head and (10-31-89) 

xxv.Home (10-31-89)
traction
andequipment; 


xxvi . medicationDailydose
organizer. (10-31-89) 

The total monthly rental cost of a DME item shall. not exceed 

onetwelfth (1/12] of the total purchase price o f  the item A minimum rental 
rate of fifteen dollars($15) per month 1 s a1 lowed on a1 1 DME 1 terns. (10-1-91) 

circumstances the to 
03. Coverage Conditions. Coverage of the following items is limited 


(10-1-91) 

a. The Department will provide the least costly wheelchair which is

appropriate f o r .  the recipients medical needs. The Department will authorize 
one (!i) wheelchair per recipient not more often than once every five

with 
i n  accordance !he criteria t : b - E f f  
i .  I n  addition to the physician's information, each request for. a


wheelchair 	 must be accompanied by a written evaluation by a physical therapist
an occupational therapist 1st includeswhich documentTION of the
appropriateness any cost effectiveness of the wheelchair and I t s  ability to 
meet !he recipient s long-termneeds; (104-91) 


ria: 
i i .  Wheelchairs will be authorized according to the followinglowin crite


(90-1-91) 

(a) A manualwheelchair will be authorized based on the recipients 
medical need. the reci[pient must be to participate or haveseverelylimited 
mobility and require a mobility aid to participate e i n  normal dally activities


(10-1-91) 


ditiontion i s 
A standard wheelchair-will be authorized if the recipients con(b) 

such that the alternative would be confinement to a chairr or bed(10-1-91 j 
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r e c i p i e n t s  
A s tandard .  1lightweightwheelchair will 1 1  be a u t h o r i z e di f. t h e

c o n d i t i o n  I S  such t h a t  he cannot weightpropel a s tandard
wheelchair r and t h ea l t e r n a t i v e  would be confinement t o  a cha i ro rbed .

(10-1-91) 

r e c i p i e n t  s cond i t ionsa re  1 light weight weight wheelchair  will be a u t h o r i z e di ft h e  
weight 

(d )  A n .  u l t r a  such t h a t  he cannot p r o  e1 a l ightweight  or 
a 

s tan
dard wheelchair ,  power
driven wheelchair. 

and i t  i s  a las tresor tbeforecons ider ing  apower 
b.Elec t r icwheelcha i rsarepurchased  on1 i ft h er e c i p i e n t s  medi

ca l  needs  cannot  be met b a l e s s  c o s t l y  means of m o b i l i t y  The a!tending phy
s i c i an  must c e r t i f yt h a t  {he power dr ivewheelchair  is a s a f e .  means of
mob i l i t yfo r  the r ec ip i en t  and a1 1 of t hefo l lowingc r i t e r i aa reme t '  

( 10-1-9 1j 
i .  The r e c i p i e n t  is permanent permanently d i s ab led  a s  i nd ica t ed  by t h e

a t t e n d i n gp h y s i c i a n  and (11-1-86) 
i i .  The d i s a b i l i t y. i s  identifiedied by thephys ic ian  t o  besuch t h a t

becauseofsevereupper extremityweakness o rl ackoffunc t ionthe  recipient l e n t  
cannot  opera te  any manual wheelchairx a i r .  recipient 

c .  The .Department  authorize or  replacementsofwil l  repairsthe 
t o ,  t herep lacemen to ft i r e sp a r t sf o rw h e e l c h a i r si n c l u d i n gb u tn o tl i m i t e d  

and J o y s t i c k s .  The Departmentwilt
foo tp la t e ssea t ingsys t ems ,d r ivebe l t s ,  

r e  a i r  o r  r e p l a c e  anyof the  above l i s t e d  p a r t s  no more thanonceeverytwelve 

18) months. In add1 t i o n ,  nonemergency r e p a i r s  t o t a l  1n two hundred dol

f a r s  ($200) f o r  manual wheelchairsand five hundreddol $5001 f o r  e l ec t r i c  wheelcha i rs  will requiresubmission of t h r e e  s beforethe au thor i 
f o r  z a t i o n  can payment (10-22-93)be 

d .Spec ia l lydes ignedsea t ing  s stems fo rwhee lcha i r ssha l lno t  be
rep1aced more of tenthan  onceeveryfive ( 5 7  y e a r s .  In add?t ion ,  seating sys
tems f o r  recipients i n  ex expected g r o w t h  s t agessha l lp rov idefo r  the enlarge- e
ment of t he  system Fem without  !he completereplacementofthesystem. enlarge

e .E l e c t r i c  blood testing are on1onlywhenglucose devices purchased when. 

i .  The r e c i p i e n t ' se y e s i g h ti s  impaired t ot h ep o i n tt h a tc o l o r
change 	 i n  s tandardbloodtes t ings t r ipscannot  be accu ra t e lyde tec t ed ;  and 

(11-1-86) 

c i a n ;o r  
i i .  Such eyesightimpairment i s  documented by t h e  

i i i .  The r e c i p i e n t ' s  mental s t a t u si s  such t h a tt h er e c i p i e n tc a n n o t
be r e l i e d  upon t oa c c u r a t e l yI n t e r p r e tt e s tt a p e / t a b l e tr e s u l t sa s  documented

phys ic i an .  a t t end ing  by the  (10-31-89) 
i v .  When t h e r ei s  medicaldocumentationfrom thea t t end ing  physician 

and/or  f requent  ep isodes
with with widely f luc tua t ingbloodsugarsbeforemeal  timeo f  insulindependence 

of insul in  react ions and/or  evidence of  f requent  
(10-1-97)

SI 
n i f i c a n t  k e t o s i s .  

has  beenv .  When ges ta t iona ld iabe tes  documented by the a t tending
physicianandfrequentmonitoring of bloodsugars i s  e s s e n t i a lt o  adequately

during sugars blood (18-1-917pregnancy. 
E l e c t r o n i c  pain suppression/muscle  devicesf .  s t imulat ion are  pur 

chased only when the  effectiveness ofsuch devices  i s  documented by t h e  physi
c ianfo l lowin  a maximum of two ( 2 )  month t r i a lp e r i o d .  The l i m i t a t i o n s  o f
SubsectJon 10z.03. apply.  (10-22-93) 

PAGE 66 


